CMS-1385-P-11380

Submitter : Mrs. Joanna Goldin Date: 08/29/2007
Organization :  Sport and Spine Physcial Therapy

Category : Physical Therapist

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

To Whom it May Concern

As the owner of a private outpatient Physical Therapy clinic in Denver, Colorado I have been directly impacted by the physicians who own practices that provide
physical therapy services. Firstly they lured away two of my PTs, both of whom eventually returned to me as they dod not approve of the ethics of the practices
they went to. Secondly these physicians, prior to hiring their own therapists sent us a fair number of patients, aftr they opened their own practice they referred all
their patients to their own clinic, even if it was geographically not ideal and some of these elderly patients had to drive a long way for treatment. The hardship that
this caused them frequently undid the good of the therapy!

The potential for abusc in a sitation where you profit from the referral of your patients to PT is huge and I urge you to consider this in your decision making.
Many patients go to PT on a regular basis, at least for a period of a few weeks, it is no more convenient for them to go to the Physician office than to their local,
independently owned, very competent Physical Therapy clinic.

Tahnk you for considering thesc comments,

Joanna Goldin PT
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CMS-1385-P-11382

Submitter : Dr. Hiroshi Goto Date: 08/29/2007
Organization : Dr. Hiroshi Goto
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attcntion: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P
Anesthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

[ am writing to express my strongest support for the proposal to increase ancsthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rectify this untenablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia scrvices. 1am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the
RUC s recommendation.

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Hiroshi Goto
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CMS-1385-P-11383

Submitter : Dr. David Jaeger Date: 08/29/2007
Organization : Associated Anesthesiologists, P.A.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centcrs for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rec: CMS-1385-P
Ancsthcsia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

[ am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia services. Iam pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-11384

Submitter : Mrs. Sharon Brandt Date: 08/29/2007
Organization : Mrs. Sharon Brandt

Category : Health Care Professional or Association

Issue Areas/Comments

Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attention; CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

I am writing to express my strongest support for thc proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthcsia services. Iam pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fedcral Register
by fully and immcdiately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
Sincerely,

Sharon Brandt
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CMS-1385-P-11385

Submitter : Jackie Barnard Date: 08/29/2007
Organization :  Abraxis BioScience
Category : Drug Industry

Issue Areas/Comments
Drug Compendia

Drug Compendia
DRUG COMPENDIA

Abraxis Oncology, a Division of Abraxis BioScience, wishes to submit comments to CMS on the proposed process by which the agency accepts requests for
addition and/or climination of compendia.

As stated in the proposed rule, the United States Pharmacopoeia-Drug Information (USP-DI) Section 1861(t)(2) of the Act provides the Secretary the authority to
revisc the list of compendia for determining medically-accepted indications for drugs. Due to changes in the pliarmaceutical reference industry, fewer of the
statutorily named compendia are available for our reference and that Section 6001(fX 1) of the DRA amends both sections 1927(g)1)(BXIXII) and
1861(t)(2)(B)(ii)(1) of the Act by inserting (or its successor publications) after United States Pharmacopeia-Drug Information . We interpret this DRA
provision as cxplicitly authorizing the Sccretary to continue recognition of the compendium currently known as USP-DI after its name change if the Secretary
detcrmincs that it is in fact a successor publication rather than a substitute publication.

We ask that CMS confirm this information in the final rule with specific direction that the successor compendium to the USP DI is DrugPoints/ DRUGDEX.

The agency also mentions that In contrast, others have suggested that the Secretary consider elimination of certain listed compendia . We ask that the agency not
consider the elimination of a certain listed compendia within the calendar year. Accepting and deleting compendia annually or as CMS intemally generates a
request at any time causes huge confusion and inconsistency amongst Medicare contractors, providers and beneficiaries. The possibility of constant change in
rccognized compendium could result in a beneficiary having coverage for their cancer therapy one day and not the next. How do providers work with Medicare
contractors to ensure coverage throughout a beneficiary's cancer therapy?

Many Medicare contractors have LCDs with mention of compendia as a source of coverage. There is unnecessary administrative burden on contactors to
continually update their LCDs with the most current accepted (or deleted) compendia. The resuit of continuous compendia change will be numerous outdated
LCDs. Changing accepted compendias annually, or anytime during the year as CMS wishes, ensures great confusion and frustration amongst providers and
bencficiaries.

Privatc paycrs often look to Medicare policy and guidelines. If CMS adopts this annual process of accepting and deleting compendia, private payers will view the
acccpted compendia data less favorably and all compendia sources will lose credibility.

Lastly, how does the agency plan on communicating the revolving changes in accepted compendia? Even with regular CMS communication it will be unfeasible
for cach Mcdicarc contractor and providers to monitor the changes and adapt them to their treatment guidelines, internal policies and LCDs.

If CMS wishes to cstablish a compendia application process new compendia should be considered cvery five years rather than annually. There should not be an
option of delcting accepted compendia unless it is no longer published.
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CMS-1385-P-11386

Submitter : Dr. James Rawls Date: 08/29/2007
Organization : Dr. James Rawls
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Regarding a proposed decrease in Medicare/Medicaid physician reimbursement: The free market (cash paying patients) have determined the value of service by
anesthesiologists to be more valueable than what they are currently paid by government payors. There is currently a shortage of anesthsiologists. Reducing
payments to them would surely result in a reduction of quality and/or availability of services for the patients Medicare and Medicaid who deserve to have good
care. Do the right thing.

Thanks for your time and efforts to discern the best path,

James T. Rawls MD
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CMS-1385-P-11388

Submitter : Mr. Rick Scott Date: 08/29/2007
Organization:  Mr. Rick Scott
Category : Individual

Issue Areas/Comments

Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

| am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized the gross undervaluation of anesthesia scrvices, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it ereated a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immcdiately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this scrious matter.

Sincercly,

Rick Scott
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CMS-1385-P-11389

Submitter : Jeremy Ainsworth Date: 08/29/2007
Organization : =~ PT Northwest
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL
See Attachment

CMS-1385-P-11389-Attach-1.DOC
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Dear Sir or Madam:

I am currently an athletic trainer at an outpatient physical therapy clinic in rural Oregon and also
the certified athletic trainer at a local high school covering all sporting events, and providing
injury prevention, immediate first aid, injury evaluation, referral and rehabilitation. I have been
a certified athletic trainer for six years and received my bachelor’s degree from Oregon State
University and my Masters degree from Oklahoma State University. I have maintained my
certification in good standing and continually exceed the 80 hours of continuing education that is
required every three years to maintain this certification.

I am writing today to voice my opposition to the therapy standards and requirements in regards
to the staffing provisions for rehabilitation in hospitals and facilities proposed in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of Participation
have not received the proper and usual vetting, I am more concerned that these proposed rules
will create additional lack of access to quality health care for my patients.

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation services,
which you know is not the same as physical therapy. My education, clinical experience, and
national certification exam ensure that my patients receive quality health care. State law and
hospital medical professionals have deemed me qualified to perform these services and these
proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout
the industry. It is irresponsible for CMS, which is supposed to be concerned with the health of
Americans, especially those in rural areas, to further restrict their ability to receive those
services. The flexible current standards of staffing in hospitals and other rehabilitation facilities
are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS seems to have come to these proposed changes without clinical or financial
justification, I would strongly encourage the CMS to consider the recommendations of those
professionals that are tasked with overseeing the day-to-day health care needs of their patients. I
respectfully request that you withdraw the proposed changes related to hospitals, rural clinics,
and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Jeremy Ainsworth MS, ATC

Head Athletic Trainer

Central High School

Office (503)838-4244

Mobile (503)881-7671

Email: jainsworth@ptnorthwest.com



CMS-1385-P-11390

Submitter : Mr. Davin Cronin Date: 08/29/2007
Organization:  Mr. Davin Cronin
Category : Individual
Issue Areas/Comments
Payment For Procedures And
Services Provided In ASCs
Payment For Procedures And Services Provided In ASCs

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Revicw)

Dcar Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognizcd the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of ancsthesia services. Iam pleased that thc Agency accepted this reccommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implemcnting the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
Sincercly,

Davin Cronin
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Submitter : Mr. Ben Chancey
Organization:  Lake City VAMC
Category : Other Health Care Provider
Issue Areas/Comments

Therapy Standards and

Requirements

Therapy Standards and Requirements

1 have been a Kinesiotherapist at the LC VAMC. 1 have ben treating our veterans for over 22 years.

CMS-1385-P-11391
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CMS-1385-P-11392

Submitter : james tobin Date: 08/29/2007
Organization : james tobin
Category : Physician

Issue Areas/Comments

Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

Leslie V. Norwalk, Esq.

Acting Administrator

Ccntcrs for Medicarc and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

[ am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking stepd to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of anesthesia services. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To ensurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-11393

Submitter : Ms. Christy Cronin Date: 08/29/2007
Organization : Ms. Christy Cronin
Category : Individual
Issue Areas/Comments
Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia payments under thc 2008 Physician Fee Schedule. [ am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicarc payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and js creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of anesthesia services. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter
Sincerely,

Christy Cronin.
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CMS-1385-P-11394

Submitter : Blake Reuter Date: 08/29/2007
Organization : Blake Reuter
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Dear Ms. Norwalk:

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
othcr physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. [ am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-11395

Submitter : Miss. Kristen Prentiss

Organization :  Miss. Kristen Prentiss

Category : Other Health Care Provider
Issue Areas/Comments

GENERAL

GENERAL

1 object to the proposed "Therapy Standards and Requirements” in the CMS regulations (docket 1385-P.
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CMS-1385-P-11396

Submitter : Ms. Jacquelynn Davis Date: 08/29/2007
Organization :  Children's Hospital
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

My name is Jacquelynn Hope Davis, an athletic trainer that works for Children s Hospital in Columbus, Ohio. My job is multi-faceted and am used in many
differcnt ways. I work along with the physicians as a physician extender helping in sports medicine clinics, also I am a clinical trainer running patients through
functional rchabilitation programs, and working as a traditional trainer at the high school setting doing training room hours and event coverage. I have my
Bachclor of Science in Education/Sports Medicine & Athletic Training (University of Akron), Bachelor of Arts/Dance (University of Akron), and my Master of
Scicnce in Education/Excrcisc Physiology & Adult Fitness (University of Akron). Iam certified by the NATABOC and licensed by the State of Ohio. [ ama
mcmbcr of the NATA, OATA, GLATA, ACSM, & IADMS.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P. While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and
usual vetting, I am more concerned that these proposed rules will create additional lack of access to quality health care for my patients. As an athletic trainer, I am
qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, clinical experience, and
national ccrtification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed me qualified to perform
these scrvices and these proposed regulations attempt to circumvent those standards. The lack of access and workforce shortage to fill therapy positions is widely
known throughout the industry. It is irresponsible for CMS, which is supposed to be concerned with the health of Americans, especially those in rural areas, to
further restrict their ability to receive those services. The flexible current standards of staffing in hospitals and other rehabilitation facilities are pertinent in
ensuring paticnts receive the best, most cost-effective treatment available. Since CMS seems to have come to these proposed changes without clinical or financial
justification, I would strongly encourage the CMS to consider the recommendations of those professionals that are tasked with overseeing the day-to-day health
care necds of their patients. I respectfully request that you withdraw the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital
or rchabilitation facility.

Sincerely,
Jacquelynn Hope Davis
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CMS-1385-P-11397

Submitter : Ms. Catherine Cronin Date: 08/29/2007
Organization : Ms, Catherine Cronin
Category : Individual
Issue Areas/Comments
Payment For Procedures And
Services Provided In ASCs
Payment For Procedures And Services Provided In ASCs

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcedicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 2i244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

1 am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC reeommended that CMS increase the anesthesia eonversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. Iam pleased that the Agency aceepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To ensurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
Sincerely,

Catherine Cronin
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CMS-1385-P-11398

Submitter : Ms. Kathy Scott Date: 08/29/2007
Organization :  Ms. Kathy Scott
Category : Individual
Issue Areas/Comments
Payment For Procedures And
Services Provided In ASCs
Payment For Procedures And Services Provided In ASCs

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

1 am writing to express my strongcst support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. 1am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the
RUC s recommendation.

To ensurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Sincercly,

Kathy Scott
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CMS-1385-P-11399

Submitter : Mr. Sanford Miller Date: 08/29/2007
Organization : St